he subject, "Psychological Reaction to Trauma," is a study, which, like space, has no definite limitations. Because I must arbitrarily set boundaries, they will be confined to the upper extremities.
Trauma may be defined in many ways. It may be described as involving one or more wounds of the extremity. A more comprehensive understanding of such an experience can be given by revealing briefly the reaction of the organic structures to such an insult. Wounds may alter the economy of the body by a combination of local and or general effects. The local changes may include the formation of edema, loss of blood or plasma, and the malfunction of the extremity. The neo-endocrine system, following such a wound, may alter the behavior of the entire body. In addition, the trauma itself may serve as a source of humeral agents. These include the prodDr. Nemethi is chief of the Emergency Service at the California Lutheran Hospital and Director of the Emergency Unt ilt the Dominguez Valley Hospital.
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10 ucts of tissue breakdown, electrolyte enzymes, pigments, and protein degenerative products, as well as bacteria or bacterial products. The many compensatory processes-respiration, circulation, renal function, and alterations in metabolism are accompanied by biochemical alterations. Some of these are the result of direct trauma. Others may take place to permit survival and recovery.
The psychological response is triggered by the injury and the severe physical and biochemical changes. This reaction is also shaped by the patient's environmental background and his inherited protoplasm. These factors-particularly past traumatic injuries and experiences by the industrially injured-will likely determine his behavior pattern. In the final analysis, each patient must be judged and treated as an individual with characteristic reactions and experiences. My observations are primarily derived from the industrially injured, for these are the patients that comprise the bulk of my practice.
Most of these people I see for the first time immediately following injury. Within minutes a degree By Carl E. Nemethi, M.D.
of confidence between patient and physician must be established. I have noted that the seriously injured patient is usually aware of his condition. He is quiet, cooperative and most anxious to receive immediate help. His attitude is one of utter dependency, not unlike that seen in children who are dependent upon their parents and look to them for care. The critically injured man looks to his doctor and nurses. In comparison, the patient with the socalled minor injury has a tendency to be verbose, demanding, and more critical regarding the t ype of medical or surgical care he is receiving. He immediately wants to know whether he will have any temporary disability and many times asks if he will have permanent disability. Usually, he insists that he cannot return to work because the injury prohibits him from carrying on his job.
One of the greatest fears expressed by almost all of the critically injured may be stated in their own words, "I am afraid to be put to sleep because I don't know how much of my arm or hand will be cut off." The time interval between injury and surgery is critical. At this time the patient's mental American Association of Industrial Nurses Journal, May, 1965 receptiveness is almost photographic-retaining in detail all the surgeon says. This information will materially determine the patient's behavior pattern in the recovery and rehabilitation phase. I believe that more could be done in stimulating spiritual guidance at this critical period. Much valuable work is being performed by the hospital chaplains at this time.
Contrary to what some authors have stated, I have found it beneficial to show the patient his extremity in its initial state of trauma. Most of the time the patient has seen the injury or mangling that has occurred, since in many instances he has helped to remove the extremity from the entangling machinery. The surgeon should, if possible, give the patient a frank estimate of the degree or amount of amputation that will be done and the disability expected. Any sound hope for salvaging the extremity and the formation of a functional limb should be explored, including reconstructive procedures.
The first postoperative day is also of utmost importance in shaping the patient's behavior. Enough time has elapsed to give the patient an opportunity to evaluate in his own mind what mayor may not have happened in the operating room. He has seen the size of the bandage and he has secretly tried to move fingers, wrist or hand within the bandage or cast. He has attempted-by feeling-to determine if one finger is gone or whether a phalanx is missing. The patient has attempted, in effect, to "self-evaluate" his status before the surgeon's arrival. Again, an honest evaluation by the surgeon is very important. I have found it fruitful to explain to the patient in his own language, what actually transpired during surgery, so that he can fully understand and assess his problem. I tell him which parts had been removed, what has been salvaged, and the possibility of survival of the remaining portions. The possible function, cosmetic results, and the future surgical procedures should be discussed. The physician must be kind, understanding and attentive. The patient will generally respond by continuing his dependency upon the physicians, the nurses and the hospital. If the physician ignores the patient, chastises him, or is unsympathetic, he will arouse a different reaction, altering the physician-patient relationship. If the patient feels that his need for understanding and care is frustrated, he may become critical not only toward his physician, but the hospital as well. He may become defiant and also view his illness or injury as hopeless, and feel that the physician, because of its hopelessness, is not interested in his problem and has abandoned him. The patient then, may be precipitated into an acute depressed phase and become antagonistic toward all who are concerned with him.
Many patients-after they are discharged from the hospital-feel that the protection afforded them by the hospital environment has been dissolved, they are now faced with the reality of the outside world. At this time, the so-called normal or stable patient has had sufficient time to weigh, analyze, and finally come to a conclusion about his future. He accepts the disability and wastes little time before returning to his occupation. This type of behavior pattern, basically motivated by economic factors has been usual, particularly of individuals who are owners of their own businesses, and who realize they are needed. These people place the fault of the injury directly upon themselves, and do not blame others. They have nothing to gain by temporary or permanent disability.
Those who work in larger plants-on the other hand-generally follow a different course. The possible effect of the injury on their future plans and activities is one of deep concern. The problems of economics, litigation, cosmetic appearance and functional results all tend to lengthen the rehabilitation phase. Because of the various stresses, pain may persist as an emotional component, long after the 12 actual organic damage has been healed. At this stage, anxiety, displeasure, grief and anger, may be expressed unconsciously as physical pain. As this takes place, the patient frequently cannot distinguish between physical pain, and, when such pain stops, an emotional discomfort which he reports as pain. He feels that such pain, whether physical or emotional, rates an increase in compensation. Usually the patient feels that others are responsible for his injury-usually the company. This may lead to a psychological reaction which is manifested by a need for revenge, and paranoid litigation to get restitution. This may ultimately lead to flaring up of the repressed hostility against the company and the doctors. Thus, he may suffer from symptoms long after all organic reasons for his complaints have disappeared.
During the patient's convalescence, there is a period of self-evaluation. The formulation time varies, but usually falls into a three-to six-month post-traumatic period. The patient has an opportunity to evaluate his injury and himself, from the economic standpoint and the effect on his future. He has been subjected to the counsel of his attorney, the pressures of litigation, the opinions of different physicians, physicians of the insurance company and physicians supplied by his own attorney.
He has also talked with other injured employees. Psychologically, this self-evaluation is most important. It supersedes any evaluations, medical or surgical, given by a physician. One of the most effective methods for aiding self-evaluation, is the one which permits the patient to draw conclusions, free from interested outside sources. I refer primarily to unplanned group therapy. My interpretation of such therapy may be stated as a chance meeting of the injured. The meeting place could be a hospital ward, physiotherapy unit or a large bandaging room. Here, patients with many different injuries are together. Each patient has a chance to observe others. The more seriously injured serve as an inspiration in aiding the recovery of those with less serious injuries. These people express a great determination to get well and this is effective. Many patients who are having a prolonged recovery from relatively minor injury have told me, "After seeing what that man has, I feel my injury isn't so bad." Thus, when he reaches this decision, the patient recovers rapidly.
In conclusion, the psychological reactions to trauma cannot be reduced to formulas. The answers lie in the individual. His reactions will be based upon his own value system, his weaknesses, his strength, his ideals and hopes, his loves and hates.
